contact 35 


Christian Medical Commission World Council of Churches 150 Route de Ferney 1211 Geneva 20 Switzerland 


A young Afar boy receives his package of Fafa, a 
vitamin-enriched cereal. Photo: Herbert Kraybill 
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(Dr and Mrs Paul Yoder are Mennonite medical missionaries, and 
have worked in Ethiopia since 1957.) 


The Awash Community Health Services Project, a 
mobile health unit for the semi-nomadic Afar People 
in the Awash Valley of Ethiopia, was born in 
November 1973 after a gestation period of three 

ars. During the previous sixteen years, there had 
6. several miscarriages; perhaps even a_ false 
pregnancy or two. 


The hopes, anxieties, exhilarating anticipation and 
mysterious dialogue experienced from conception to 
birth is an exciting story in its own right. Interesting 
though this pathway might be, it is not my 
assignment. Instead, let me lead you along the 
tortuous path which one may need to travel in 
planning and implementing an appropriate health 
service for a scattered, semi-nomadic population 
remotely removed from the most basic structures of 
normal human communication. 


Background 


It all began in 1957 during my first year of medical 
mission work in Ethiopia. The passage of nineteen 

rs filled with scores of unusual events, hundreds of 
tions and thousands of patient contacts have 
not erased the vivid memories | have of my first 
meeting with the Afar, commonly known as the 
Danakil. 


It was a usual busy morning in the polyclinic at Haile 
Mariam Mamo Memorial Hospital at Nazareth. Two 
Afar men, father and son, had come from their 
semi-desert community of grass huts to Awash 
Station. From there, an acquaintance brought them 
by train to Nazareth. The distance was only 125 
kilometres. In time, it was scarcely three hours. In 
reality, it was for them a fearful trip into hostile 
territory. 


The men had not attempted to join the waiting 
patients in the normal waiting area. Busy though | 
was, in response to a stimulus | cannot explain, | 
threaded my way through lines of patients with pain, 
anxiety and other marks of illness written on their 
faces, as | followed the man who had brought the 
Afar. 


Together we stood at the door of the hospital's 
reception room looking into the courtyard of the 
hospital. Under an acacia tree, probably the only 
object familiar to them, the two Afar squatted with 
their Customary white shawls thrown around their 
shoulders. 


Their friend called, and they leaped to their feet. My 
interest was stimulated and grew as | observed the 
reactions of other patients and hospital personnel to 
the presence of Afar in the hospital. By the end of 
their hospitalization, a great desire to do medical 
work among the Afar, who were then extremely 
isolated and misunderstood, had seized me. This 
desire was strengthened by the response of the older 
man when | told him at the time of discharge that | 
would like to visit him in his village. His eyes 
narrowed as he said, ‘‘You would not want to come. 
You would be afraid.” 


Almost immediately, | began to gather information 
about the Afar people. Within two years, we opened a 
health station in Awash town. It is the window to the 
outside world for the Afar of much of southern 
Danakil. It is also their trading centre. 


One of our health workers, a dedicated dresser, 
chosen for his unusual competence and warm 
personality, operated the health station. He had been 
a surgical assistant in the hospital. Together we 
planned our approach to the Afar. He was to gather 
information, build relationships, and provide basic 
health services. | planned to join him when 
arrangements could be completed. Our plans were 
frustrated when he developed a malignant tumour in 
1961. The health station had to be closed. No one 
else wanted to work in hot Awash. When the dresser 
died 18 months later, some thought his disease was 
the result of the climatic conditions under which he 
had worked. 


Our second attempt began when our family moved to 
Awash in October 1963. For two and a half years, we 
provided health services. At first, what was to have 
been our living room became the clinic. The kerosene 
refrigerator in our kitchen became the curtain behind 


which injections were given. Six months later, we 
moved into a two-room building which had 
previously housed cattle. We covered the dirt floor 
with clean gravel brought from a dry watercourse 
nearby. We white-washed the walls. We celebrated by 
hanging out a sign which read: Awash Valley Clinics. 


In addition to offering basic health services, such as a 
physician can give with an examining table, 
stethoscope, otoscope and a minimum of instruments 
for suturing and tooth extractions, we made periodic 
trips to two agricultural projects and villages 30-50 
kilometres northwest of Awash. We were making 
good progress. We had the help of a dresser. Then, in 
June 1966, we had to return to the hospital at 
Nazareth because of shortage of personnel there. We 
moved out with these words of an Afar chief pricking 
our consciences. ‘‘Is their blood more valuable than 
ours? ” 


The next five years, we concentrated on improving 
the administrative structure for our mission medical 
programme. Energies went into improving facilities at 
Haile Mariam Mamo Memorial Hospital, a converted 
cotton mill. Surprisingly, this exercise became the 
springboard from which Awash Community Health 
Services took off. 


In our dialogue with Bread for the World (a church 
donor agency in the Federal Republic of Germany) 
for funding the hospital renovation, we told them of 
our vision for the Afar. At once, their interest was 
aroused. They encouraged us to plan for health 
facilities at several locations in Awash Valley. 


With such support, our family agreed it was either 
return to Awash or leave Ethiopia. To prepare for this 
final attempt to bring health services to the Afar, | 
applied for admission to the Johns Hopkins 
University School of Hygiene and Public Health. 


The conviction, on my part, had been growing that 
stationary facilities were not an appropriate answer to 
the needs of the mobile Afar. The are scattered over 
large areas. Villages are not sufficiently large to 
justify the expense of building a simple dispensary. 
Although village sites are quite permanent, the 
semi-nomadic existence of the Afar left them empty 
for varying periods during the year. 


Against this background, basic planning for Awash 
Community Health Services took place in the fertile 
soil and stimulating atmosphere of a course in project 
planning at Johns Hopkins in 1972. 


Fortified with a plan, we returned to Ethiopia that 
summer. Oxfam of England entered the picture with 
an offer of support. More planning, negotiations with 
Government, completing applications to donor 
agencies and related activities kept us immersed in the 
project. 


Then famine struck Ethiopia. The Afar lost between 
60 and 80 percent of their cattle. Villages were filled 
with the stench of decaying carcasses. Vultures and 
hyenas became satiated. 


A vehicle which was intended to enable us to do 
feasibility studies, gather baseline health information 
and make a community diagnosis, was pressed into 
emergency relief service. Grain distribution and 
response to emergencies crowded out any thought of 
normally prevailing maternal and infant mortality 
rates. Making a survey was out of the question. 


While the famine interferred with our plans to get 
baseline health data and provide a basis for future 
evaluation of the impact and effectiveness of our 
health activities, it did enlarge the sphere of our 
operations and influence. The baseline studies never 
did get done. 


September 1973! (Sixteen plus years after our first 
encounter with the Afar! ): With a grant for salaggme 
and transportation for the medical team plus a i» 
Rover, our mobile health programme was launched 
into a three-year orbit. An additional grant for more 
personnel, vaccines, equipment and hand-dug wells 
propelled us on our way. 


The Project Area 


In Ethiopia, the Afar live in the territory which 
extends from Awash Station in the south to Massawa 
in the north. The western boundary runs roughly 
parallel to the central escarpment from north to 
south. The northeastern boundary is the Red Sea. 
Further south, they share an indistinct and irregular 
boundary with the Issa along an imaginary line 
between Assab in the north and Miesso in the south. 
The Awash River splits the southern part of Afar ag it 
flows northward into Lake Abe. @ 


Awash Community Health Services was originally 
planned to include Afar living on both sides of the 
Awash River. On the east bank, this extends from 
Awash Town in the south to Gewanni in the north; 
on the west bank, to the Kebenna River. When the 
Swiss Red Cross moved into Gewani during the 
famine, we reduced activities on the east bank with 
Amibarra being our northernmost point. 


The Afar People 


The Afar in the project area live on both sides of the 
Awash River. They move once or twice a year. This 
may be in search of grass for their cattle or to escape 
mosquitoes and flood waters along the Awash River. 
Seldom do they move more than 10-15 kilometres. 
Village sites are more or less permanent for the 
different clans, who move back and forth between 
them according to climatic and related conditions. 


The Afar are Cushitic descendants who intermarried 
with Arabic traders and were converted to Islam in 
the 10th century. Two major branches are recogniz- 
ed, the Adohimera (white people) and Ashimera (red 
people). Ashimera live in the lower plains around 
Asayita. We work with Adohimera. 


Approximately 200,000 Afar live in Ethiopia. An 
additional number live in neighbouring French 
territory of the Afars and Issas. 


Social structure centres around the clan. Supreme 
loyalty is given to it. Decisions are made by 
recognized elders. In the past, a chief served each 
clan. He functioned primarily to carry out the 
decisions of the clan council and represent the clan in 
inter-clan dialogue and disputes. He was also 
recognized by Government as liaison between it and 
the clan. This is no longer true. 


Afar are nominal Muslims with only rudimentary 
wledge of Islam. A limited number practise daily 
yers. Fewer still keep Ramadan. During the last 

several years, people in an increasing number of 

villages are constructing small buildings from limbs 
and branches of trees to serve as mosques. 


Traditionally, the food of the Afar has been milk and 
butter. Meat is usually reserved for special events like 
visits from important persons or friends, weddings, 
funerals and male circumcisions. They do not drink 
blood or eat raw meat. Because of freer contact with 
surrounding markets and as the result of agricultural 
development under the Awash Valley Authority, 
grains and spaghetti are now being added to the diet. 
Sugar is a special delight, often being eaten directly 
from the package; when added to tea or coffee, three 
or more teaspoonfuls to the cup. 


Afar houses are constructed from grass mats woven 
the women. These are placed around and over a 
den frame of small sticks lashed together by tree 

bark and grass forming a structure resembling half an 


egg shell with its grass dome toward the sky. 


Individual mats can be removed to obtain desired 
sunlight and ventilation. 


A low door is located at one end. One enters in a 
crouched position. Just inside the door is a cooking 
area. The small fire is built on the ground and usually 
has several stones which are arranged according to the 
size of the vessel in which food or drink is being 
prepared. Food prepared in this manner is usually 
limited to ‘‘tea’’, a brew made from coffee leaves and 
hulls of the coffee bean, and occasionally thick 
cereal, or meat. 


Between the fire and the bed, which occupies from 
one third to half of the floor space of the house, is an 
area for working. It also provides extra sitting space. 
To one side is a stand on which rests the water 
supply, a goat skin with its four legs tied at the tips. 
When full, it resembles a stuffed animal. The skin is 


filled through the neck opening. Water is dispensed 
from it as well. A gentle nudge to the body of the 
skin helps as the amount of water decreases. 


The Afar character is forged by their hostile 
environment. They are independent, self-confident, 
congenial, and forthright. Much of the area in which 
they live is arid. The Awash River is the major source 
of water. During the rainy season, it is very muddy. It 
is becoming more contaminated as agricultural 
development and spraying of crops increase. Water is 
carried from irrigation ditches and any pond which 
may be formed by rains. During the dry season, grass 
dries up and vegetation is sparse. Dust storms are 
frequent and increasing in severity. 


The people know very little about diseases or their 
causes. Only a few illnesses have indigenous names; 
malaria and tuberculosis are known. Near Gewaine, 
schistosomiasis is known by the designation ‘‘red 
urine”’. 


Both male and female circumcision are practised by 
the Afar. Boys are circumcised at puberty. The 
propitious day for a lad is determined by wise men 
after consulting the stars. The ceremony is planned in 
connection with full moon. The entire village 
participates in a day-long ceremony. This includes a 
feast after dark. An older clan member performs the 


circumcision, assisted by several other men. It is 
carried out some distance from the village. Only men 
and boys may attend. The whole affair is climaxed by 
the meal and dancing, in which people of other 
villages participate. 


Girls are circumcised at age 6-8 by older women. 
Little notice is given to the event. After the 
operation, a clitorectomy with excision of parts of 
the labia minora, the labia majora are crudely sutured 
with thorns and grass. The legs are tightly bound 
together for several days. When her legs are unbound, 
she has the privilege of wearing goat skin bracelets 
around her ankles and wrists for a while. At the time 
of each delivery, the resulting stricture from the 
circumcision is opened by a knife and then resutured. 


It should be pointed out that the Afar were 
extremely isolated until recently. Part of this was due 
to their reputation as warriors. Thus there are no 
schools or health facilities in the area. What 
development there is, has taken place since 1962 
when the Awash Valley Authority was created to 
develop and control the resources of the Awash River 
Basin. Since then, several farming concessions, mostly 
cotton-producing, have been developed. 


Planning The Project 


Within the context of our knowledge and experience, 
we decided on objectives for the project. We were 
well aware that they were not specific or measurable. 
Perhaps they should have been called guiding 
principles. At any rate, at that time we felt that the 
project had enough inherent unknowns that we 
should begin by providing services. We hoped to gain 
the confidence of the Afar. Perhaps we could then 
motivate them to participate in further health 
activities and provide us with information regarding 
beliefs and customs upon which to build a more 
appropriate health structure. 


We formulated the following purpose and broad 
objectives. 


Purpose 


The purpose of the project is to provide integrated 
basic health services to the nomadic Afar of the 
southern Middle Awash Valley. 


Objectives 


1. To give priority to maternal and child health 
activities. 
2. To engage in a programme of communicable 
disease prevention. 
. To attack the problem and causes of malnutrition. 
. TO engage in health education. 
. TO cooperate with the Ethiopian Government in 
collecting health information. 
6. To provide interested officials with information for 
health planning. 
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Selecting a proper staff for a project such as this is 
one of the more important elements for success. The 
underlying philosophy of our project is that properly 
motivated and supervised medical assistants and 
auxiliaries can adequately care for the majority of 
health needs for a semi-nomadic population. Unless 
this can be demonstrated, it is not wise to think of 
duplicating this type of programme in_ other 
population groups in Ethiopia. This aspect of our 
activities is of considerable interest to the Ministry of 
Health. 


In our situation, finding people from the Afar for 
training was impossible. Few of them have any 
elementary education. On the other hand, utilizing 
people from the highlands has disadvantages in 
language and culture. Few health workers are 
available who know the Afar language. Long-standing 
mutual suspicion and hostility between the two 
groups accentuated these difficulties. Furthermore, 
official policy did not encourage training village-level 
health workers from among the indigenous pgp- 
ulation. 


We planned for a team patterned after the Gondar 
Public Health College’s staff for health centres. 
Composed of a health officer, community nurse, 
sanitarian and dressers, plus supportive staff, it 
provides basic health services. For our purposes, we 
planned that a health officer should lead the team. 
The community nurse would function as health 
educator and focus on maternal and child health 
activities. Dressers would carry out orders of the 
health officer, treating and immunizing patients. A 
properly motivated health officer supported with 
such a team could carry out the full range of duties in 
a small project such as this without the presence of 
the sanitarian. 


There are no hotels among the Afar. Eating and 
sleeping accommodations exist in Awash 
Metahara. But, by and large, we work where 


n 
amenities do not exist. We are even obliged to carry 
enough water to last the four-day trip. 


Good food is essential for employees working in such 
a situation. Medical personnel should not need to 
prepare it after a long day treating in sun and dust. 
Therefore, we employed a custodian-cook. He takes 
good care of tents, camping supplies, and equipment, 
in addition to preparing tasty meals from a compact 
camping stove. The stove, extra tanks of camping gas, 
and supplies are all kept in a box made specially for 
the purpose, ready to function anywhere and on 
short notice. 


An Afar whom we had treated, preventing blindness, 
during our previous time in Awash Town, became our 
interpreter. He proved to be an effective liaison and 
public relations person. 


We discovered early that a single woman, a 
community nurse, would not be able to fit into the 


team, given the difficult living conditions, including 
tenting. We were unable to employ a health officer at 
first. The Project Director, a physician, and his wife 
filled these two positions. An additional dresser was 
hired. Thus, for the first year, our team consisted of 
the Project Director and his wife, two dressers, a 
driver, the cook and interpreter. Later, we were able 
to employ a health officer for four months. We 
wanted him to assume many of the tasks of the 
Project Director, but this did not materialize. A 
workable solution was found by employing com- 
petent office help and giving more responsibility to 
the two dressers. Our experience has shown that 
well-trained dressers can provide adequate health care 
in this type of health service, particularly since it 
emphasizes disease prevention, immunizations and 
health education. 


In Ethiopia, it is customary to pay hardship 
allowance for undesirable posts. Per diem is also paid 
when employees need to leave their assigned duty 

tion. Initially, we did not expect to pay per diem 

hardship allowances since employees were hired 
for the project; its nature and demands were clearly 
outlined before employment. But, we discovered that 
we would not be able to get competent staff unless 
salaries were increased and per diem allowances paid. 


Pattern of Project Activity 


Our method of operation centres around regular trips 
to designated locations. Originally, these were 
planned so as to allow visits at each location every 
two weeks. In some cases, we have had to change this 
to monthly visits. The extra distance to reach some 
villages dictated this change. Lack of interest and 
cooperation was another factor. It was also clear that 
the original area was too extensive for our resources. 


¢ the last two years, we have concentrated 
ivities in Kassem-Kebenna on the west bank of the 
Awash, 125 kilometres northeast of Nazareth. Here, 
we collaborate with Compagnie Internationale de 
Développement Rural (CIDR) in a multifaceted 
approach to health and nutrition. This has been the 
most successful part of our work. Several reasons 
account for this. One, our Afar interpreter comes 
from this area. He has been able to influence his and 
neighbouring clans to accept services. His influence 
had little effect on the people on the east bank of the 
river. 


The fact that CIDR personnel are now living at the 
field base at Awara Melka has been a most beneficial 
development. This was the area where we created 
good relationships with periodic visits during the time 
we lived in Awash, 1963-1966. It has been 
strengthened by our fortnightly visits and regularity 
in visiting designated villages for treatment and 
vaccination. Success here confirms the importance of 
good community relationships, regular visits at close 
intervals, and the value of living on the scene. 


Routinely, the team leaves Nazareth on Monday 
mornings and returns Thursday nights. Friday is spent 
in preparing for the next trip. Saturday allows for 
extra duties and working on statistics. 


Vaccines are kept in a refrigerator at Nazareth. We 
freeze large blocks of ice in our own small freezer at 
Nazareth. This provides ice for drinking water and for 
keeping vaccines refrigerated on our trips. They are 
carried in a Coleman camping ice box. 


At first, we slept in tents, setting up camp at a new 
location each night and breaking camps _ each 
morning. This became a bit tedious, and repacking 
the car daily took valuable morning time when people 
are found in their villages. Things improved with the 
establishment of a base camp at Awara Melka and the 
purchase of a local house in which to sleep at Melka 
Werer. 


Treatment and vaccinations are carried out in the 
shade of a tree, under a canvas, or in the shade of a 
building. Occasionally, we are provided with a room 
in which to work. At Kebenna, the. Manager of the 
State farm built us a simple two-room building, 
plastered with mud. It is highly appreciated. At 
Awara Melka, we have built a clinic from the 
abundant volcanic stones. While the building is 
plastered with mud, we have a cement floor. We also 
have storage space for medicines and a proper 
examining table. The examiner particularly appre- 
ciates this as doing adequate examination of female 
patients lying on a mat or canvas on the ground is 
difficult. Out in the open under the trees, it is out of 
the question. 


Our activities are based on an immunization effort. 
With an adequate vaccine subsidy, we are able to 
offer BCG vaccine, immunizations against smallpox, 
diphtheria, pertussis, tetanus, and poliomyelitis. 
These vaccinations are offered free of charge. The 
BCG and smallpox vaccines are provided by the 
Ministry of Public Health. 


The wisdom of providing this service free may be 
questioned. Our previous experience with the Afar ° 
advised us that, unless we could provide a service, we 
would have little reception. This reasoning also led us 
to seek a subsidy for malaria and tuberculosis 
treatment. The request was granted by Bread for the 
World. 


Equipped with vaccines and subsidized anti-malarial 
and tuberculosis drugs, we have been ina position to 
attack many major causes of disease and disability 
among the Afar. The sphere of maternal health, 
however, was more difficult to enter. In fact, it will 
probably be penetrated only when we have a 
midwite living in the area who is able to discover the 
real background for beliefs and practices associated 
with fertility and childbirth. 


We carry drugs to deal with basic health problems. 
Dysenteries, otitis media, pneumonias and intestinal 
parasites are the most common diseases encountered. 
Many of these can be handled from a mobile unit. 
The problem is, ‘‘What happens to the person who 
becomes ill between visits? ’’ 


This is a very real problem and one that can be 
answered only when local health attendants are 
trained and a more effective referral system 
instituted. Meanwhile, we take comfort in the 
number who have been helped, the fewer number of 
children lost from complications of whooping cough, 
and the increasing awareness that robust health is a 
viable option. 


Combating malnutrition has been an element in the 
project from the beginning. Receptivity to new foods 
was increased by the presence of famine. We 
distributed milk and cereal flour. Milk was free. 
Cereal flour was free for the sick and poor. Others 
could buy it. 


Treatment for illness is paid for in most cases except 
for tuberculosis treatment. Even here, a fee is charged 
at the first visit. Ready cash has always been a 
problem for the Afar. Early in our experience, we 
hoped we could have them pay in kind. We had to 
give this up unless we would be prepared to have a 
truck accompany us to transport goats, sheep, and 
butter. Being able to treat patients who are poverty- 
stricken from a special fund has been an asset. 


Records are simple. We use a modification of the 
“‘Road-to-Health” charts developed by Dr David 
Morley for Under Fives’ Clinics. A different card, of a 
different colour, is used for patients over 4 years of 
age. The cards are kept by parents and patients in 
heavy plastic envelopes which we provide. The fact 
that the plastic envelopes are so useful for other 
purposes is a real problem, and we hear a variety of 
excuses to explain how the cards are presented 
without their protective cover. In this state, they 
often become soiled; butter-saturated cards are not 
easy to write on, especially if in addition to the 
butter, the card has been smoked. But most of the 
cards are kept reasonably well. Some mothers protect 
them with additional wrappings. 


Good, sturdy equipment is essential. If properly 
cared for, it will serve well for a long time. After 
three years, we are using most of our original 
equipment. Tents, beds, pots and pans, water jugs and 
the like are in good condition, thanks, primarily, to 
our custodian. Boxes for small items simplify 
packing. And packing is important! 


Simple shelves for our vehicle were made from Handy 
Angle or welded from angle iron. They do wonders in 
preventing beds, bags, medicines and other objects 
from falling on the team, providing them with 
headaches before they reach their destination. 


We use folding beds. Sleeping is improved by using 5 
centimetre foam-rubber mattresses on the beds. These 
roll up easily, take a minimum of space, and are easily 
transported in bags sewn at local tailor shops. 


Perhaps we are most proud of the medicine cupboard 
designed in such a way that medicines can be 
compactly packed. The door then folds down to 
provide a table from which to work. The box sits in 
the back of a Land Rover or Toyota Land Cruiser. 
The table is supported by an adjustable combination 
of two water pipes with a foot welded on the bottom. 
Two people can carry the entire box with ease. It is 
easy to clean and to keep medicines organized. All 
medicines are dispensed from it. 


When we first began, we made an examining room 
from sheets of heavy canvas with eyes spaced 50 
centimetres apart so sheets could be interchanged. 
These were fitted to a frame of 3/8 inch water pipe 
fitted in sections and painted different colours for 
ease in proper assembling. This was attached to tie 
roof rack of the Toyota, providing a shaded, enclos 
space 2 1/2 metres by 2 metres. We recommend some 
such shelter where other shelter is not available. We 
now have some buildings in which to work, so no 
longer use it. 


More Lessons And Problems 


In general, it is helpful if the communities can 
provide shelters in which to work. This has been 
difficult for the Afar. With changes in the social 
structure in Ethiopia, it may be easier for them to do 
so in the future. 


We have not solved the problem of not having a 
microscope available at all times. We need to train 
personnel in the use of this sensitive instrument. ee 


Transportation consumes a major part of our budget. 
In our case, transportation costs are increased because 
of the necessity to base the team 125 kilometres from 
the project area. Schools and suitable living situations 
for families are not available much closer. Develop- 
ment now taking place in Awash Valley may soon 
change this. Our advice is that the base should be as 
close as possible to the target area. Preferably, the 
health team should live among the people. 


If we were beginning again, we would put more 
emphasis on health education and learning the 
culture. We need to remember that the Afar were 
suspicious of outsiders. Unless we could demonstrate 
some objective value in our visits, we could not begin 
to enjoy acceptance. 


In retrospect, | believe we were a bit too concerned 
to accumulate statistics and vaccinate children at the 
expense of proper explanations. We were hampered 
by language. 


Vy een 
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In our growing understanding of the Afar, we have 
discovered their decision-making group and process. 
We should have found a way to relate to this group 
and utilize it. We depended too much on chiefs and 
influential persons. 


There are some peculiar pitfalls and problems in a 
medical programme such as ours. The problems 
encountered by a scattered population are readily 
apparent; small groups of people, poor treatment 
facilities and high transportation costs. 


We tried to focus on children up to age 8 for our 
immunization programme. Getting children to 
complete a series was complicated by the lack of 
parental concern (and understanding) and the fact 
that some of the children in this age group go out 
with the goats and sheep early in the morning and do 
not return till late evening. Depending on the distance 
from our base camp, we may not be able to reach 
sufficient villages early in the morning to find these 
children. The Afar have been reluctant to bring the 
smaller children, aged 3 months to 2 years, the group 
we would prefer to get. 


Our entire immunization programme got off to a bad 
start. There were some cases of smallpox in Awash 
Valley. We worked with the Smallpox Eradication 
Team in a vaccination campaign. Previous contacts 
with the Afar made us good public relations 
personnel. We persuaded the Afar to cooperate. 
Apparently, the vaccine was quite potent. Perhaps, 
the Afar were not physically strong. At any rate, 
severe ulcerations developed in a sufficiently large 
number of persons to practically shut the door to 
further vaccination. Smallpox vdccination they 
absolutely refused. 


Some people accepted our explanations that smallpox 
vaccination was different from DPT since it was given 
by a different method. However, in one locality, our 
credibility was gone, and we had to withdraw because 
of hostility and lack of cooperation. 


It is difficult to assess the effect the 1973-74 famine 
had on the success of the project. Certainly, our 
energies were diverted from our primary interests for 
most of the first two years. Without baseline studies, 
it is impossible to evaluate the project. The famine 
also made it more difficult for the community to 
assume responsibility for their own needs. Instead, 
they thought outside help was their legitimate right. 


The famine did strike at the very foundation of Afar 
culture. Animal losses were extremely high. People 
also died, some from famine, others from intercurrent 
disease. Orphans increased to the point where they 
could not all be assimilated into extended families. 
This was a new phenomenon. Social fabric was 
disrupted. Centuries-old customs were threatened. 


Simultaneously, agricultural development was provid- 
ing cash income for some Afar who were part of a 


settlement project at Amibarra. Some Afar leaders 
granted concessions to farmers from clan territory. 
Cotton plantations employed Afar for picking. In this 
case, it was almost all women and children who 
picked, thus providing additional cash income for 
families. 


The granite barrier which had kept the world outside 
for so long cracked. New ideas, values and priorities 
came creeping in. A new highway split the desert 
from north to south, and technical, political, and 
social realities came pouring in. 


A positive result of this change took place at Awara 
Melka and villages around it. For convenience, we 
designate the area Kassem-Kebenna. In cooperation 
with the Compagnie Internationale de Développe- 
ment Rural, we have built a clinic from local 
materials. With funds from Bread for the World and 
other donors, we established a field base at Awara 
Melka. CIDR staff and some auxiliary personnel tive 
at the base. We had the services of an excellent nugge. 
for more than a year. She was instrumental 
developing health education materials, including a 
booklet with drawings from Afar life, which could be 
used by the health educator, an Afar from another 
locality. At the same time, she introduced vegetable 
gardens which have been readily received by the Afar. 
Their widespread use is limited only by their need to 
be irrigated. 


In addition to health activities already described, we 
are working on hand-dug wells. This is a new attempt. 
If we are successful, it will open a whole new chapter 
in health and economic development for the Afar. 


Cooperating with Awash Valley Authority during the 
famine enabled a sociologist to make a social survey 
of the Afar in Middle Awash Valley. A census was 
taken at the same time. 


Our presence and experience has brought in of 
personnel and resources to an area which was 
previously neglected. One project is seeking to 
improve herds and camels. This should provide more 
milk. When that happens, we are ready to try to 
establish a cheese industry. 


We also found time to help Awash Town get 
electricity and a new, treated, safe water supply. The 
electricity project is almost completed. Construction 
is under way for the water treatment plant. 


It is apparent that we have been involved in a wide 
range of activities related to health. We do so because 
we are convinced that health is more than the absence 
of disease. It is also vastly more than poultices, pills 
and prescriptions. It focuses on people. People need 
injections of various resources into their economic 
buttocks in order to experience robust health. 
Therefore, health workers need to help initiate and 
participate in the broad spectrum of inputs that 
effect health. Sometimes, this may call for innovators 


with unorthodox methods, particularly in unique 
situations and isolated populations. 


CMC NOTES 


“Health Is A Surprising Joy”’ by Dr Roy Billington is 
a new book written about the changing face of 
Christian medical work today, particularly as it 
effects the Third World. Dr Billington looks at how 
Christian health care can remain distinctively 
Christian whilst using many of the emphases of the 
World Health Organization and other health planners, 
yet making these part of the total witness of the 
Christian congregation. He also suggests how health 
care can become integrated with other sides of life — 
rming, craft employment, education, and at the 
e time reach out from the Christian community 

to neighbours of other faiths. 


The remarkable achievements of China are studied, 
and subsequent chapters deal with the role of the 
hospital in the health care scheme, with relevant 
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health training at different levels, and with the 
tremendous gains that evolve from different health 
enterprises planning and working together. ‘‘Health Is 
A Surprising Joy” also has something to say about 
warm acceptance of those who are in danger of 
rejection by society, about the place of prayer in 
healing, the need to understand and appreciate 
traditional medicine in its varied forms, and Christian 
responsibility to promote justice and constructive 
social action as part of a concern for the health of 
others. 


This 95-page book costs £ 1.25, and is available from: 


Church Missionary Society, 
157 Waterloo Road, 
London, SE1 8UU, 

Great Britain. 
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